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X 1D SUMNARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECHON )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY R LSS IDRNTIFYING INFORMATION) TAG cncs&nﬁn%g?&;g ggempnwre DATE
F 253 | 483.10(1)(2) HOUSEKEEPING & MAINTENANCE E253 Allegation of Substantial Compliance June 9
s8=c | SERVICES 2017 ’
({2} Housskeeping and malntenance services McKendree Vlﬂagg .(hnirem after :
nesessary to maintain a sanftary, orderty, and referred to as “facility”) has and
comfortable interior; continues to be in substantial
E*S REQUIREMENT is ot met as evidenced compliance with 42 CFR Part 482.13,
Based on abservation and interview the facility Requirements for Long Term Care
failed to provide and maintain & claan, sate, Facilities. McKendree Village has or
m"éf"“‘;‘me and h°mﬂﬁk%°“t‘{im"mﬁﬂt in will have substantially corrected the
::a: "f.}rs zn.ﬁgiﬁ;g ;e:gds&:?;:;eggwmon alleged deficiencies and achieved
, substantiai compliance by the date
The findings included: specified heréin,
Observatians of resident rooms during the . . .
environmental tour on 4/26/17 at 9;35AM with he This Plan of Correction cons‘fntutes
Maintenance Director, revealed the following: McKendree Village’s allegation of
’ substantial compliance such that the
;éuﬂm;‘ 177 Eatsatb(ls').; ﬁgigiﬁ gfrlga?ozfs alleged deficiencies cited have been
vanasr which allowed the sharp edges of the or will be substantiaily corrected by
woaod to be exposed. June 5, 2017.
2. Room 177E had several brown stains on the
gaf}hn:azr g:stbﬁgf:;ej?vth ;?2;“ !:lad a black The statements made on this plan of
over-stuifed recliner with saveral large areas on correction are not an admission to
ge s of the clhair with missing vinyl eXposing and do not constitute an agreement
e cloth malerial beneath. A brown recliner in ith th ed deficiencies herein.
this same amea had two large holes in the viny] on with .e alleged L. b r tial
the night side of tha chair exposing the mraterial To continue tq remain in substantia
beneath and prevented the ehairs from being compliance with 42 CFR Part 482.13,
:ﬂ“g:oﬁd ;%esrﬁuts]a y bath N t Requirernents for Long Term Care
. m ad a lea room faucet tha ;
continued o leak water even after both hay dlas Facilities, McKendree Vlll.age has
waie turned to the off position, The Maintenance taken or will take the actions set
Director confirmed at this time that the faucet forth in this plan of correction.
could not bo shut off and ahould be repiaced,
___| § Flooms 267E and 280E had bathroom tailet Y
EABCRATTD) RS OR Pnof ER REPRESENTATIVE'S, BIGNATURE ﬁ m/ (OB) DATE
2; :23
" % A3 o0, b-2-2017
Asty deficleticy statement entlng with an astersk () deqalen g deficiency which the inathutlon may be axcuxad from comecting providing it is datermined that
ﬂmuﬁum por:vide sulficiant protection ta tha patiants, (Ses instructions,) Except for nuraing homas, the findings steted abous are disciosahle 50
OW‘][‘rg ] quTveE

» an approved plan of carmsetion Is requisite to contlnuwed

prageam paricgation,
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F 263 Continued From page 1 F 253 F 253 Housekeeping and June 9,
risers with areas were the paint had bean chipped Maintenance Services 2017
exposing the bare metal baneath, and prevanted il ill contihue to
the resident's equipment from being sanitized The famllty has and.wﬂl c‘:i
effectively aftar use. provide housekeeping an
6. Rooms177E, 267E-Bed A, and 263E- Bed A, maintenance services to maintain an
had dldywalé bﬂhi“:d“’? h&'f'd of ';19 ‘::dbg‘;t was orderly, sanitary, comfortable and
marred and gouged. 1n the residents' fO0Mm ‘ . . .
for rooms 266E and 268E, the drywall comer wall _ h?mellke environment in accordance
edges were gouged and had aress of missing with Federal, State or local standards,
cove base. The drywall below the air conditioner
urltin room 266E was gauged and had an area On or before June 9, 2017 the Health
that wars missing drywall. Black marks were Nursing staff, the Health
observed along the walls in raom 268E-Beg A, Center Nursing staff, the Hea
7. Room 267E-Bed A, had a blue floor mat with a Center Environmental Services staff
tear in the cormner of the vinyl exposing the foam and Health Center Maintenance staff
:Efbaz?d ?ﬁ;ﬂgmw the item from being will attend an inservice. Any staff
8. Room 268F and 267K, the closet doors were member not in-serviced by this date ;
off the tract and would not opan. The will be removed from the schedule
Maintenance Directnl' mﬂﬁl'mad that the closet H in- ervice has been
doors ware off the tract and was in nead of repair, until tlhe I: §I‘h i . b
9. Roomn 167E-Bed A, the carpet had several completed. The In-service will be
araas that were stained and the condsfoutiets for conducted by the Director of Nursing,
the cable protruded from the wall, Facllities Director or Designee and
10. Rooms 278E- Bed A, 266E- Bed A, and will include:
263E- Bed A, had wheelchairs with vinyl-covared L fth fati
anmrests that were cracked, exposing the 1. Review of the regulation
material beneath, The Malntenance Director 2. Review of the statement of
conflamed that the vinyl surfaces had sharp deficiency
edges, . :
1. Room 287E, had the heayair conditicner unit 3. Review of the pla'f of carrection
rusted aver on the exterior and interior of the unit, 4. Procass for reporting and
thus preventing the unit from being cleaned or correcting broken or damaged
sanitized, equipment, furniture or fixtures
12. Raom 267E- Bed B, the cublcle curlain had auip
areas of hrown stain,
13. Roam 263E, the drain was missing from the On or befare June 9, 2017 the
resident's pathroom faucet. The toilet paper har
was missing which prevented the roll of {oilet
FORM CMS-2567(012-99) Pravious Versicna, Cbaaiie Evant i1 SKEGH Facifty 10: TH1834
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0%4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D FROVIDER'S PLAN OF CORRECTION och
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F 283 [ Conlinued From page 2 F 253 F 253 continued
paper {rom being attached ta the tojlet rafl holder. following will have accurred:
Interview with the Maintenance Director on 1. Over bedtables in 177E, 260E
4/28417 at 12:30 PM, indicated the mairtenancs and 282 replaced
fmstaff ﬂ;\:{ed each reskient'’s reom onea a momh 2. Wallin 177E repaired and painted
maintenance repair Issuss. The Maintenance i
Director provided ithe surveyor with documants 3. Damaged recliners in the 2 Fast
titied, "Departmant Monthly PM {preventative Lounge replaced
maintenarice) Check List’ dated January, 4. Leaking faucet in 266F repaired
s;mg{wh:;ﬁnaﬂr::ml 201?&1;&\:1% of the 5. Bathroom toilet risers in 267E
prezance ) . .
Administrator and Maintenance Disegtor rev and 2§OE repaired and repainted,
al of the documents Indicated the items wese 6. Wallsin 177E, 267E-A, 263E-,
"OK." The Maintenapoe Director confinmad the 266E, 269 repairad and painted
faciiity staft failed to tentify maintenance and 7. Fall mat in 267E replaced
housekesping issues. - .
| 8. Closet doors in 269F and 267E
) repaired,
5. Carpetin 167E ¢leanad and
cords/outlets placed
appropriately
10. Wheel chair arm rests in 279E-A,
266E-A and 263E-A replaced
11, Heating and air conditioning unit
in 267E repaired or replaced
12. Cubicle curtains in 267E-B
replaced
13. Bathroom faucet/sink and toilet
paper holder in 263E repaired or
replaced i
1
On or before lune 7, 2017, the
Facilities Director or designee will
FORM CMS-2567(072-98) Piovioua Vielsiona Obsoloke Evanit ID: SXEGTY Facility 10 THS34 it continuation sheet Paga 3 of 32
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BEFICIENCY)
F 263 | Conlinued From page 2 F 253; F 253 continued
papéy from being attached to the tojlet rall holder. complete a review of 150 resident
Intendiew with the Maintenance Diractor on rooms and common areas to ensure
A726/17 at 12:30 PM, indicated the maintenance continued compliance with F253.
?Dtaff viewed each resident’s room once a month
I mainfenance repair issuss. The Maintenance On or before June 7, 2017 tha
Direcior provided the surveyor with documents dmini Di % f
titled, “Department Monthly PM (preventative Administrator, Director o
maintenance) Check List™ dated January, Maintenance or designee will
Seb:'ua;y,ta Ht[l_arcp :g:g April 2017, fl:heview of the monitor for continued compliance
ocumentation in the prosance of the ; i
Administrator and Maintenance Directar ravealed through Quality Improvement_aucllts.
all of the documents indicated the items were (See Attachment A). Audits will be
“ﬁ?l%;y Thm?? hf.ﬁlaligéenanoe Director confirmed the completed on 5 resident rooms per
ciltty staff failed to identify maintenance ang ni f e tha
hoUSEKPRDINg foorian unit weekly for one month and .
g 15546 | monthly for one quarter, or until 95%
campliance for two consecutive
months is achieved. The
Administrator or designee will report
to the QA/Qf committea who will
determine the frequency of further
monitoring.
I L
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™4 SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S FLAN OF CORRECTION 15)
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FUL). PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFPRIATE QATE
. DEFIGIENCY)
F 279 Develop Comprehensive Care
F 279].483.20(d};483 27 (6)(1) DEVELOP Fayg| Plans
§s=D | COMPREHENSIVE CARE PLANS The facility has and will maintain | 5
48320 resident assessments completed ;?)i7 !
(d) Use, A faciify must maintain al resident wit_hin the previous 15 manths in the
assessments complated within the previous 15 resident’s active record and use the
moﬂltlhs nf1 t:]he: resigent’s atswt?dwi::ﬂ and use the results of the assessments to
results of the assessmen evelop, review ; i
and revise the resident's comprehensive care dE\‘FElOp,’ review and re}nse the
plan. resident’s comprehensive care plan.
On or before June 9, 2017 the
48321 icensed N d Social Work
{b) Comprehensive Gare Plans Lu_:ense urscIes an : ocial Workers
will attend an in-service, Any staff
{1) The liacm% must develo;;e end implement a member not in-serviced by this date
Gomprehansive person-centared care plan for i
each rasident, consistent with the resident rights W"'.Ibehre.mwed. fr°|':’ tT}e schedule
set forth at §483.10(c)(2) and §483.10(c)(3), that until the in-service has been '
includes measurable obfeclives and timeframes completed. The in-service will be
to meeta resident's medical, nursing, and mental conducted by the Director of Nursing
and psychesocial needs that are identified in the or Designee and will include:
FORMCNS-!SW(M) Pravious Viersionn Obsoiate Ewerk I0: SXEG11 Faclity 10: TH1d34
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445451 B, WING — 04/28/12017
NAKE OF PROVIDER OR SUPFLIER STREET ADDAESS, CITY, STATE, ZIP GODE
4347 LEBANON ROAD
MCKENDREE VILLAGE INC HERMITAGE, TN 37076
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION xay
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFOX (EACH CORRECTIVE ACTION SHOULD BE COMPLENION
TAG REGULATORY ORL LEC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENTY)
F 278 : F 279 continued
:::;nr:ha:nz:? ai:g::nem The comprahansive b Review of the regulation
care plan must describe the following - 2. Review of the statement of
deficiency
() The st:-wi&es thaé an; iohllaehm?ﬁshed to attain 3. Review of the plan of correction
ormamnizin the resident's highest practicatie " P i
physical, mental, and psychosocial well-being as 4. Review of '|nd|V|duaI|zed.
required under §483,24, §483.25 or §483.40: and psychosocial care planning
(i) Any services that would otherwise be required esi J
under §483.24, §483.25 or §483.40 but are not R Zlder;t #22\9 SI::a;e plan was' lud
provided due to five resident’s exercise of rights upcated on April 27, 2017 to include
undsr §483.10, including the right to refuse an individualized psychosocial care

treatment under §483.10(c)(5). plan. .

(i) Any specialized services or specialized
rehabilitative servicss the nursing facility will On or before June 7, 2017, 100% of

provide as : a!r?g.ult ?ff P»:aSARR care plans of residents with an order
rachmmen ns. It a tacility disagrees with the i i i

findings of the PASARR, it must Inglaate ifs for anxiolytics will be re;f'eWEd t°h
tationsle in the resident’s medical record. ensure continued compliance wit

F279.
(iv)in consultation with the resident and the

resident's represantative (s)- On or before Yune 7, 2017 the
{A) The residents goals for admission and Administrator or designee will {
desired outcomes, monitor for continued compliance
(8) The residents praference and potentil for (see Abtachmen By vt sudts.
future discharge. Faciliies must document \ )
whether the resident’s desire 1o return to the 5 Care Plans will be completed weekly
community was assessed and any referrals to for one month and monthiy for one
tocal contact agencies andlar other appropriate quarter, or until 95% comgpliance is
entities, for this purpose. achieved for 2 consecutive months.
(C) Discharge plans in the comprehensiye care The Administrator or designee will
Plan, as appropriafs, in accordancs with the report to the QA/QI committee who
;itll.tgﬁmams set forth In paragraph (c) of this will determine the frequency of

’ further monitoring.

FORM CMS-2867(02-4) Pravious Viendons Obalala Event I: SXEGH Facliity 9 TH1EI4
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SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
p"é‘é.l& (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECYIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG MENTIFYING INFORMATIQN) TAS ORDMERES%&L?& g%EAPPROPRmTE DATE
F 273| Continued From page 4 F 219

This REQUIREMENT is niot met as avidenced
by:

Based on medical record review and interview,
the facilty failed to ensure an individualized
paychasocial care plan was developed for 1
resldent (Resident#209) of 21 residents

2

reviewed,
The findings included:

Review of Resident #209's “Sosial Services
Adrigsion Assessment,” dated 7/11/1 8, indicated
under the section fitted, “Customary
Routine/Preferences” the form contained several
options to salect from te document ths resident's
preferences for dally living. Hawever, the review
indicated the staff that completed ths assessment
did not salact any of the options and instead
antered a handwritten note over the top of the
section that read, "Resident (is} {otal care *

Raview of Resident #209's quarterly Minlmum
Data Set (MDS-a comprehensive assasament
compisted by the facliity staff that assists with
care planning) dated 1/17/17, indicaled the facility
admitted the resident on 7/8/18 and re-admitted
the resident from acute care on 174717, The staff
doeumented In the assessment the resident had
ssvarely impaired cognitive skills for daily
decision-making, Under "Section - Active
Diagnioses” (he assessment indlested the
resident's "Psychiatric’Mood Disorder® dizgnosas
listed "Depression.” Under "Section N- .
Medicalions, item NR410" the assessment
indicated the resident received antidepressant
medication on all 7 duys of the assegsment's
7-day evaluation pariod.

Review of Resident #209's April 2817 "Physlictap’s

FORM CMS-2887102-80) Prendoun Varsiona Cheolats Evant iD:SXEGT
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{%5)
DaATE

F 279

Continued From page &

Orders" indicated the resident's diagnoses
included, byt were not limited fo, Anxiety and
Depression, The resident's ordered medications
included:

&. Citslopram {Celexa- an anbidepressant

medication) 40 miliigrams (mg) dally {ordered
12/518); and

b. Lorazepam {Ativan- and antianxlety
medication)} 0.5 g 1/2 tablat {0.26 myg) every 4
hours a5 needed for anxisty (ordered 11/4 0/18).

Review of the resident's "Daity Skllled Nurse's
Notes™ for the dates the resident receivad the as
naeded lorazepam indicated on 4/5/17 at 8:00 P
the nurse documented the resident had "lrouble
falling/staying asleepisiseping too much® but
faited to indicate which of the 3 slaep symptoms
the residant exhibited. The nurse algo
documented tha residant had a “poor appetite”
and “trouble concentrating. Further revisw of the
of tha form: {front and back) indicated the staff
provided no additional information related o tha
residant's rood and/er behavioral symptoms or
indicated what nen-phammacalogical intervantions
were implemented ko help manage the resident's
moad and/or behavioral symptoms prior to
administering the lorazepan.

Review of Resident #200's Apiil 2017 “Medication
Record" Indicated the resident received
citalopram 40 mg daily from 4/4/17 through
4126117 for the treatment of Deprassion. The
resident also recelved 1 dose of 0.25 mg of
lorazepam (ordered for Anxioty) on 475117, (17,
and 4/13/17. The reverse side of the form
indicated the staff did not document the time of
medication administration, the symploms the

F 272

FORM CMS-2457[02.56) Pravious Voralont Gtaoists

Evanl ID:SXEGQYY
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F 279} Continued From page 6 F 278

resident exhibited that warranted the
administration of lorazepam, or a follow up
evalyation of the medicafion's effsctiveness

Review of Resident #209's active care plan
indicatad the resldent had a *Problam/Need,”
dated 7/26{16, which read: “(The residant) is
managed with Celexa for Depression.” The "Goal _
and Target Date" read: “No change in mood will
be ohserved thru {sic) the next 80 days,” The
"Approaches” liated included:

-“Visit PRN (as needed).”

-"Resident Is aphasic (cannot speak) with
severely impaired cognilive abilitles

-'Observe and meet neads ™
-"Obsarve {sit} for changes in mond.”

Further review of the cate plan indicated the
resident had a “Problem/MNeed * dated 12018,
which read: “Potential for side effects from use of
psychotropic medication.” The "Gasl and Target
Date" read: "Will not have adverse side effacls
from psychotropie medication thry {sic) naxt 90
days." The "Approaches* listed included:

~*"Document daily on psychoactive medication
flow sheet™

-“Continued evaluation by Psych sarvices of

effectiveness and benefits of madication. Notify
physician of recommendations

~Monflor q (every} shift for adverse
effects/advarse razctions such as dizziness,
weakness, drowsiness, slurred spaech,

FORM CMS-2667(02-99) Previsus Versiana Obacisls Event 10, SXEGT

Facikly 10; TH1§34 I costnuation shee! Paga 7 of 32
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{45}
COUPLETION,
NATE

F 279 Continusd From page 7 F 279

confusion, urinary retention, or hypatension {low
blaed pressure),”

~"Administer medication as ordered

-"Nolily MD {Medical Doctor)/NP (Nurse
Practitioner) of adverse reactions and ehanges in
mental status.”

Continued revisw revealad the resident's care
plan did not include Infortation ralatad to the
resident's diagnosls of Artiety or ordar for
loraxepam, the residents individualizad targed
mood symptoms and/or behaviors which the staff
were to monitar for of how often the monitoring
should occur, orany person-centered,
non-pharmacoingical interventions to try fo help
manage the sesldent's anxiousnass ar depressive
sympltoms prior to administering the resident’s
PRN forazepam.

During an intarview on 4/26/17 at 8:40 AM,
Cartified Nursing Techniclan {CNT) #3 siated the
resident required total assistance with all care
neads due to her hislery of a stroke. The ONT
stated the resident was “moody at times” bul did
not geem anxicus or show any behaviors. CNT
#3 stated when the residant becomes “moody"
she tells the nurse and the nurse gives the
resident medication if ngeded.

During an interview on 4/28/17 at 12:25 PM,
Registered Nurse (RN} #6 stated that Resident
#2089 will occasionally yeli gut dudng cara,

During an interview on 4/28/17 at 12:50 PM. MDS
Goordinator #2 stated that Socal Services is
responsible for the behaviors and discharge
planning sections of the residents’ care plans,

FORM CMS-2667(02:-09) Previous Verslons Obeolaks Evem ID: BXEGT Faclily O TNG34
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483.10

{c}{2) The right 1o participate in the development
and implementation of his or har persoh-centered
Plan of care, including but not imited io:

(1} The right to participate in the planning process,
in¢luding the right to identify individuals or soles to
be included in the planning process, the right to
request mealtings and the right to reguest
revisions to the person-centered plan of care,

{it) The right o participate in establisting the
expected goals and outcomes of care, the type,
amount, frequency, and duration of care, and any
ather factors related to the effectiveness of the
plan of care.

The facility has and will continue to
have accurate and individualized
resident care plans,

On or before june 9, 2017 the Health
Center Licensed Nurses and CNTs will
attend an in-service. Any staff
member not in-serviced by this date
will be removed from the schedute
until the in-service has been
completed. The in-service will be
conducted by the Director of Nursing
or Designee, and will include:

BYATEMENT OF OEFIGIENCIES (41) PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTAUCTION CAYE SURVEY |
AND PLAN OF CORRECTION IDEHYIFICATION MIJMBER: A GUILDING i COMPLETED
44549 B. NG 0412642017
NAME OF PROVIDER OR SUPPLIER STREECADDRESS, CITY, STATE. ZIP COOE T
4347 LEBANON ROAD
MCK REE
ENDREE VILLAGE INC HERMITAGE, TN 37076
a1 SUMMARY STATEMENT OF DEFICIERGIES ity PROVIDER’S PLAN OF CORRECTION o8}
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFDX (EACH CORRECTIVE ACTION SHOULD SE GOMPLETION
rY: REGULATORY OR LSG IDENTIFYING INFORMATION) TG CROSS REFERENGED TO THE APPROPRIATE BATE
i DEFICIENGY)
F 273 | Continued From paga 8 F 274
Quring an interview on 4/26/17 at 1:00 PM, the
Social Worker stated care plan conferences are
completed every quarter with Resident #209's
spousa at which time they discuss the residents
progress, any concems, and any changss that
have bgen made or need to be mada ta the
resident's freatment plan. Any changes are then
Iheorporated into the cane plan.
F280{483.1 {e)2){i-ii, iv, Vv)(3),4B3 21(b}{(2} RIGHT TO F 280 F 280 Ri Partici i
vy 403, cipate Plannin June 9,
$5=0 | PARTICIPATE PLANNING CARG.REVISE Gp 80 Right to Participate Planning
Care-Revise CP 2017

() The right to receive the servicas andfor items 1. Review of the regulation
inctuded in the plan of care. 2. Review of the statement of
() The right to see th : deficiency
v} Té Hight to see the care plan, inctuding the 3. Review of the plan of correction
ighl to s§ ignj :
on? care.s’gn after significant changes to the pian 4. Review of bleading precautions
for anticoagulants.
{c)(3) The facility shall Inform the resident of the
right to participate in his or her freatment and
FORM Chis.2587(02-54) Previous Vertlans Ohbazinte  Event |D: 8XEG1Y Facillty (B: TN193g
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4) [0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAM OF CORRECTION oy
PREF(X {EAGH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSBREFERENCED 0 THE APPROPRIATE DATE
DEFICIENCY)
F 280} Continued From page 9 F280] F 280 continued
shall suppart the rasident in this right. The Resident #209’s care plan was
plancing process must— updated on April 27, 2017 to include
() Faciiitate the inclusion of the resident and/or bleeding precautions
resldent rapresentative.
ey - On or before June 7, 2017, 100% of
gm‘;&aﬁg m?msnt of the resident’s care plans for oth_er resid ents on
anticoagulants will be reviewed to
(it} Incorporate the resident's personal and ensure compliance with F280,
cultural preferences in developing goais of care.
483.21 On or before June 7, 2017, the
(b} Comprehensive Care Plans Administrator or designee will
monitor for continued compliance
2 i . .
(2) Acomprehensive cara plar mast be- through Quality Improvement audits.
(i) Developed within 7 days after completion of (See Attachment B), Audits of at least
the comprehensive assessmant, S Care Plans will be completed
(i) Prepared by an Interdisciplinary team, that weekly for one month 'and mopthly
includes but Js not limited to. for one quarter, or until or unti} 95%
! ) i tompliance is achieved for 2
{A} The attending physician. consecutive months. The
. . » inistrator or designee will report
(B) Aregistered nurse with responsibility for the Adm
reside:fl p a4 to the QA/QI committee who will
determine the frequency of further
(C) A nurse aide with rasponsibifity for the monitoring,
rasident.
{D} Amembar of food and nutrition savices staff,
{E) To the extent practicabls, the participation of
the resident and the rasident's rspresentative(s).
An eg:planaﬂon must be included in a resident's
medica! record i the participation of the resident
and their resident representative is determined
FORM CME-2561{u2-89) Provious Varsions Dhsolalg Bvent 1D SXEG1 Facalty |D: TN1BGe
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F 280t Cantinued From page 10 F 280

not practicable for the davelopment of the
resident's care plan,

(F) Qther appropriate staff or professionals in
disciplines as determined by the resident's needs
or a8 requested by the resident.

(i) Reviewsd and revised by the interdisciplinary
teamn after each assessment, including both the
comprehensive and quarterly raview
asgessments,
This REQUIREMENT s notmet as evidenced
by

Basad on review of the manufacturer’s packaga
insert, medical record review, and interview, the
facility failed to revisa the care pian for the use of
an anticeagulant (blood thinner} medication to
Lommunicate the risks of the medication, the
signs and symptoms of somplications to report to
nursing, and the inlerventions to implemsnt o
minimizg the risk of complications for 4 resident
(#208) of & residents reviewed for medication
administration of 21 residents reviewed.

The findings included:

Review of the drug manufacturers patkage inserl
information for Coumadin {also known by the
generic mame of wartarin sodium) dated 2018,
tevealed the fallowing Information:

“Coumadin is indicated for- Prophylaxis
(prevention) and treatrnent of verious thrombosis
(blood clot in a vein) and its extension, pulmonary
embolism (PE) (a bloed ciot in the lungs)....
Warnings and Precautions. . Memorrhage
(uncontrolied bleeding) Courmadin can causs
majar or fatat bleeding...."
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F 280 Continued From page 11 F 280

Review of the drug manufactures’s package insert
information for Levaquin (an antiblotic
medication), revised 972008 revealad the
following information:

“Levaquin is a(n)...antihacterial indicated in
adufts...with infections caused by designated,
suscaplible bacteria .. Drug
Interactions...Warfarin effect may be entianced.

Monitar prothrembin Yms, INR {lab tests), watch
for bleeding._."

Medical record review reveated Resident #209
wag readmitied to the facility on 1/4/17 with
diagnoses including Atrial Fibmliation {(a heart
mythm disorder}, Pulmanary Embolism {blood
clotin the lung), Deep Vein Thrembosis {= blood
clot usually in an exiremity), and Hypertension

Review of Resident #208's April 2047 "Physiclan's
Orders™ indicafed the resident's prescribed
medications included:

a, Warlarin (an anticoagulant or higed thinnar
medication) 5 milligrams {mg) daily re-ordered an
337, Anote on the medication osder read,
"High Risk "

b. Levaquin {an antiblotic medication) 560 mg
daily for 10 days (n order date antered o the
handwritten antry).

Review of the resideny's April 2017 "Medication
Recard” dated 411511 7, indicated the resident
received warfarin 5 mg daily at 3:00 PM and
began receiving Levagquin 500 mg daily on
4MSHT for 10 days.

Review of the resident's active care pian
FORM CIAS-2567{D2.08} Previous Versions Dbsoletn Evant I0: 3XEGH Facdley 10: TNAS34
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indicated the care plan did not include information
valated to the reaident's use of wartarin, its "High
Risk™ clazsification as naoted on the “Physkian’s
Orders, its potential to cause uncontrolied
hieeding (which was increased by the addition of
Levaquin), the signs and symptoms of
complications, or the interventions for the staff te
implemerit to minimize the rigk of uncontrolied
bieeding.

During an interview on 4/26/17 at 12:25 PM,
Registered Nurse (RN) #9 stated the
apticoagulant medication should be on the
resident's care plan including symptoms ta

mworitor while the resident was tzking the
medication,

Interview on 4/26/17 at 12:50 PM, with MDS
Caordinator #2 revealed Resident #209's care
ptan did not contain information refated to
warfarin use and added that it should be on the
resjdant's care plan. MDS Coordinator #2 stated
that the medlcation may have been added in
between the residant's comprehensive MDS
assessments and care plan updates.

During an Interview on 4/26/17 at 1:12 PK, the
Dinagtor of Nursing confirmed the resident's uge
of the anti-coagulant medicaion showld nave

been an the resident's care plan, . .
F 3291 483.48(d)(e){1)-2) DRUG REGIMEN IS FREE F320[ F329 Drug Regimen is Free From | June 9,
58=0 | FROM UNNECESSARY DRUGS Unnecessary Drugs 2017
The facility has and will continue to
483, ecessary D 35 . . o .
Ead??(ag?dlé:?s drug rggirr?e%smuﬂﬁlﬁe& frorn complete appropriate monitoring
unnecassary drugs. An unnecessary drug is any and docurmentation of resident
drug when used-- behaviors.
FORM C65.2587(02-0%) Previous Verslors Obacigta Fvont | SXEG11
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{1) In excessive dose (including duplicate drug On or before lune 9, 2017 the Health
therapy), or Center Licensed Nurses will attend an
(2) For excesstve duration; or in-service. Any staff member not in-
_ serviced by this date will be removed
(3) Without adequate monitoring; or from the scheduie until the in-service
(4} Without adequate indications for its use; o has been completed. The in-service
will be conducted by the Director of
(5) In the presence of adverse consequences Nursing or Designee, and will
which indicate the dose should be reduced or include: '
diseontinued; or . .
Review of the regulation
{6) Any combinations of the reasons stated in Review of the statement of
paragraphs (d)(1) through (3) of this section. deficiency
Review of the plan of correction
483.45(e) Psychotropic Drugs. Behavior monitoring of residents on
Baged on a comprehensive assessment of a anxiolytic medications
resiient, the facilty must ensure that-~ Completion of the behavior
(1) Residents who have not used psychotropic documentation form
drugs are not given these drugs unless the
g‘oﬁ%m '569303559'? Wdt'::l 8 SPEGTC; The behavior monitoring sheet for
ciinleat rne:;d:agnc sed and dacumented in the resident #209 was updated May 1,
207,
{2) Residents who use psychotropic drugs receive
gradual dose reductions, and behavioral On or before .Iune_?, sz?' Ca r;e
interventions, unless clinlcally contraindicated, in Team Managers will audit 100%
an effort to discontinue these drugs; Behavior Monitoring forms for all
';his REQUIREMENT is not met as svidenced residents on anxiolytic medications
. . . 5
Based on medical record review, observation, to ensure continued compliance with
and interview the facillty falled to ensure 1 F323.
resident (#2089} of 5 ragidants samplad for
unhecessary medication use of 21 residents
reviewed, had adequae indications for the use of
FORM CMS-2567(02.99) Pravious Versions Obaalate Buvent IDAXEG
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F 328 Continued From page 14 F328] F329 continued
psychotropic rnadi:aﬂlions ewﬂet?‘*d by ﬂ:f 3:9:53 On or before June 7, 2017, the
failure to dosument the rasidan s tamgeted mo - . ;
and behavioral sympioms, failure to docurent Administrator or designee will
the palential adverse effacts of the rasident's monitor for continued compliance

psychotroplc medications, failure to attempt to

through Quaiity Improvement audits.
implement non-gharmacological Interventions

prior to the adminisiration of Yas needed" (See Attachment ?)' Audits of 10
psychotroplc medication, and failurs 16 evaluste Behavior Monitoring forms of
the resident for the oagolng effectiveness and residents on anxiolytics will be

adverse effects of psychotropic medication use. conducted weekly for one month and

The findings included: monthly for ene quarter, or until or

until 95% compliance is achieved for
Medicaﬂly reciord review of Resldeglt #209's 2 consecutive months. The
Quarterly Minfmum Data Set (M S), & - i 3
camprehensive assessmont comp otad by the Administrator or de;gnee will r\_el;;mrt
Tacility staff that assists wilh care planning, dated to the GA/QI committee who wi
1117117, Indicated the facility re-admitted the determine the frequency of further
resident from acute care on 4/4/17, The staff monitoring.
documented in the assassment that the resident
had severely impairad cognitive skills for daily
dacision-making, had not had an acute changa in
mental status, but exhibited symiptoms of delirium
as evidenced by “continuous inattention® and an
"allered level of consciousness.” Under, "Section
D~ Mood, item DO60G: Total Severity Score” the
staff documented a “00," which indicated the
resident exhibiled no symptoms of Depression
during the 14-day assessmant perad. Under
“Ssction E~ Behavior" {Rems E0100 thraugh
E1100 of the assessment) indicated the resident
exhiblted no sympfoms of psyehosis or behaviors
toward self or athers, and did not reject care or
aexhibit wandering during the 7-day assessment
pariod for this section, Ondsar “Section I Active
Diagnoses" the assessment indicated the
resident's "Psychiatic/Mood Disorder” diagnoses
flisted only “Depression,” Under "“Section N-
Medicatians, item NO410" the assessment

FORM CMS-2567(02-95) Pravious Vergiona ObadRity BEventiDx SXEQ14
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indicated the resident recelved anfideprassant
madication on all 7 days of the assessment's
7-gay evaluation period,

Review of Resident #209's April 2017 "Physiclan's
Orders" indicated the residents diagnoses
included, but ware not timited to, Anxiety and

Depression. The resident's ordered medjcations
included:

a. Gitalopram (Celexa- an antidepressant
ynedication) 40 milligrams (mg) daily (orderad
12i5118); and

b. Laraxeparn (Ativan- and anfianxlety
medication} 0,5 mg 1/2 tablet (0.25 mg) every 4
hours as needed for anxiety {orgdered 14/101 6).

Review of Resident #209's acfive care plan
indicated the resident had a “Problem/Need,”
daled 7/26H86, which read: "(The resident) is
managed with Celaxa for Depression.” The "Goal
and Target Date" raad; “No change in mood will
be observed thru (sic) the next a0 days.” The
"Approaches” fisted included:

“Visit PRN (as needad).”

~"Resident is aphasic (cannot speak) wilh
severely impaired cognitive abilities,”

-‘QObserve and meet nesds.”

~"Oserve (sic) for changes In mood.”

Further review of the care plan indicated the
resident had a "Problem/Need,” dated 7/20/16

- 'Potential for side effects from vse of
psychotropic medication.” The “Goal and Targat

F 329
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Date” read: "Will not have adverse side effects ’
from psychaltrapic medication thru (sic) pext 50 :
days.” Tha "Approachas” listed included:

-"Document daily on psychoactive medication
flow sheet™

“‘Continued evaluabion by Psych services of
effectiveness and henefits of medication, Notify
physician of recommendations,*

-““Manitor q [every] shift for adverse
etfectsfadverse reactions such as dizziness,
weskness, drowsiness, slurred speech,
confusion, urinary retention, or hypotensian [low
bload pressure]”

~"Administer medication as ordered.”

~“Notify MD {Medical Doctor)NP (Nurse

Practitoner) of adverse reastions and changas in
merntal status.*

Continuad review revealed the resident's care
pian did not include information related to the
resident's diagnosis of Anxiety or order for
lorazepam; the residents individualized target
mood symptoms and/or behaviors which the staft
were to monitor for or how ofien the manitoring
should occur, or any persan-centered,
non-pharmacological Interventions ta try prior to
administering the resident's PRN lorazepam; or lo
help manage the resident's anxiousness or
depressive symploms.

Review of the resident's "Daily Skilled Nurse's
Notes” for Apnl 2017 (from 4/117 through
4/28117} indicated on “Side One” of the notes, the
staff documented the resident exhibited mood
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andjor behavioral symptoms on 9 occasions:
batween 4/1/17 and 412517 as follows:

-0n 4/1/17 at 9:00 PM the nurse documented the
resident had "trouble concentrating” and was
“fidgety.”

“On 4/5/17 at 9:00 PM the nurse documented the
resident had “trouble falling/staying
asleepisioaping too much® gt falled to indicate
which of the 3 slaep symptoms the resident
exhibited. The nurse also documented the
resident had & “poor appefita” and “trouble
concenirating. -

-OnA11117 at 8:00 PM and again on 4/12/17 at
41:30 PM the nurses dacumented the rasident
exhibited "varbal bahaviors" but no meod
symptoms,

-On 4/15/17 at 2:30 AM the nurse documented
the resident exhibiied “verbaj behaviars® but no
maad symptoms, At 44:00 PM the nurse
documented the resident was "fidgety.”

“On<4/16M7 at 10:00 PM, 411817 at 11:00 PM,
and on 4/19/17 at 8:30 PM the nurses

documented the resident had “royble
concentrating.*

Review af "Side Two" of the “Daily Skilled Murse's
Notes for April 2017 (from 4/1/47 through
412517} indicated the staff pravided no additons)
information refated 1o the resident's mood andior
bahavioral symptoms or indicated what
actionsfinterventions were implementad to help
manage the resident's maed and/or behavicral
symploms when they occurred.

F 329
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Reviaw of the facitity's "Paychoactive Medication
Maonthly Flow Record” (a form used by the staff
to document behavioral symptoms and
medication side effects) indicated the farm
included a section titled “Section I Target
Behavioral Symptoms” for the staff to describe
the resident's target behaviors. A second saction
on the form fitled, “Section Il Side Effects” listed
multiple potentiat medication side pffects the staff
vould select depanding on tha medication
ordered. To the right of both sections, the form
inchided boxes for each day of the month by shift
for the staff to document whethsr or not a
resklent displayed behaviors andfor
medication-related side effects.

Medical record review of a copy of Resident
#209's April 2017 “Psychoactive Medication
Monthiy Flow Recard,” provided by the fasility on
4126117, indicated under “Section |: Taigsl
Behaviaral Symptom™ the capy ingludad the word
‘velling” as the resident’s target bahaviaral
symptom. in addltion, on the copy, the
documentation boxes under “Section |" included
the following documentation:

“On 417, 412117, 414117, 41TH 7, 41217,
4119/17, and 4/23/17: Each shift {day, evening,
and night) had an entry of "o

-On 4/317, 4114117, 4M6/17, 4118/17, and
422117 Al shifts weve blank;

-On 4157 and 4%617: The day shift had an entry
of ™1.% The svening and night shift boxes had
entries of "0";

~0On 413/17: The day shift had an entry of ™"
The evening and night shift boxes were blank:

£ 329
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<On &4/BI17, 4/20{17, 4/25M7, and 412617: The
day shift had an entry of "0.° The evenlng and
night shift boxes were blank;

-On 4/9/17: The day shift box was blank and the
evening and night shift boxes had entries of 0,

-On 4/10/17, 4121117, and 4/24/17: The guening

shift bad entries on "0 and the day and night shift
boxes were blank;

-On 4/11/17 and 4M717: The day and evening

shift had entries of 0" and the night shift khox was
ank;

~On 4/19/17: The night shift box had an entry of

0" and the day and avening shift boxes were
blank.

Further review of the copied form indicated
“Section )1: Side Effects” remained blarik,

Reaview of Resident #208's April 2017 “Medication
Record” indlcated the resident recefved
citalopram 40 myg daity from 4/1/17 through
4126117, The resident also receivad 4 dose of
0.25 mg of lorazepam on 4/5/17, 4817, and
411317 The reverse skde of the form indicated
the staff did not provide a time of administration
of the as needed lorazepam, what symptoms the
resident exhibited that warranted the
adminiafration of lorazepang, or a follow up
avaluation of the medicalion's efectiveness.

Review of a physician's *Progress Note,” dated
4/18/17, indicated the physician documented the
resient was evaluated for a follow up due to a
recent diagnosis of Pneumenia. The physicisn
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documented, "...doing better with antibiotic, No
other abnormals {sic). No acute distress. Affect is
appropriate.” The physician's "Mlan” made no
mention related to the intended management of
the rasident's mood and/or behavior, ar
psychiciroplc medication use.

Dbsarvation on 4/24/17 at 10;30 AM during &n
interview with Resident #209's spouse and
mspansible party revealad tha resident sat in a
geri-chair in her room, slightly reclined with her
eyes closed. The resident rasnained asisep and

exhibited ho symptoms of distress throughout the
family interviaw,

Observation an 4/24/17 from 12:15 PM fo 12:30
PMin the dining room on the nursing unit
revealed the resident sat in a geri-chafrat a
dinittg room table with her spousa beside her,
The resident was alert, made aftempts to fead
herself, and received assistancs with intake from
her spouse. The rasident remained calm and

exhiliited no symptoms of distrass throughaut the
chsenvation.

During an interview on 4/26/17 at 8:40 AM,
Certified Nursing Tachnician {CNT)#3 stated tha
residant required fotal assistance with all care
neads due to her istory of a stroke, The CNT
stated the resident was "moady at imes” bt did
not sgem anxious or show any behaviors, CNT
#3 stated when the resident becomes “moody”
she tells the aurse and the qurse gives the
resident medication if nzeded.

During an interview on 4126117 at 12:25 PM,
Registered Nurse (RN} #3 stated if a resident
yeceives a psychotropic medication for behavioral
symptoms, the nurses must complate a “bshavior

F 329
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flow sheet” on that resident. RN #9 stated that
residents who neceive antidepressant medication ,
do not require a behavior fliow sheel, only those
who receive antianxiety or antipsycholic
medications. The RN stated the nurses are
required to perform a daify assessment of
residents who take antipsychotic or antianxisty
medications for any behavior symploms and far
any adverse regctions to the medications taken.
The RN stated the nurses then complets the
behavior flow sheets daily with their assessment
information. RN #9 stated the "Skilled Mursing
Notes” also hava sectons 1o fill out jf 5 resident
shows any mnad or behavioral symptoms, RN #9
staled whensver the nurses administer a PRN
psychotrople medication, they are renuired to
document on the residant's "Medication Recard™
the date and time they administered the
medlcation, the name and dose of the medication
administered, and the reason the medication was
admihistered. The nurses should then go back
and document whether or not the medication was
effective. RN #8 stated that Resident #2086 will
eccasionally yell out during care, especially if she
does not know the staff that is providing the care,
and added, "But she doesn't do that with staff that
she knows and trusts "

During an interview on 4/26M17 at 1:12 PM, fhe
Director of Nurses (DON) stated that she
expected the nurses ta complete a “Psychoactive
Medication Monthily Flow Recod” on any resident
that receives a psychotropic medication, including
antidepressants. The DON stated the form should
fist the resident's target behaviors and any
potentizl medication side sffects, and added that
the nurses should assess the resident ang
document on the form gvery shift. The DON
stated she was unaware that Resident #2098

Faze
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{f) Medication Errors. The facility must ensure
ihat #s-

(1) Medijcation arror rates are nat 5 percent or
greater;
This REQUIREMENT ¥ not met 85 evidenced
by

Based on facillty policy review, madical record
review, observation, and interview ihe facility
fallad to administer an ophthalmic medication
comectly for 1 resldent {#204) and failed
administer insulin imely for 1 residant (343
resulting in & medication arror rate of greatar than
5% of 31 opportunities for medication
administration obeerved,

The findings included:

Review of the facility's policy titied, *five rights of
Medication Administration* dated 5715 indicated, *
~-5.The RIGHT time, a. Before administering the
medication, check fo see when the last fime the
resident wasg medicated, if the tima frequency is
not within te tme frame prescribed you MUST
call the physictan, B, Medications can be given 1

hour prior to the scheduled time up to one after
the schedule tme.”

Observations during the mesication gass on
412617 at 8:00 AM, revesled Licensad Practical .
Nurze (LPN)#12 altempted to instill 1 drop of the
Artificial Tears ophihalmic medication {eye drops
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“Psychoactive Medication Monthly Fiow Record”
for Aprll was stf]l biank and stated, “They (the
hursas) should be documenting that information.”
¥ 3321 483.45(1){1) FREE OF MEDICATION ERROR f332| F332 Free of Medication Error Rates June g,
$5=D | RATES OF 5% OR MORE

of 5% or more 2017
The facility has and will continue to
ensure that its medication error rates
are not 5% or greater,

On or before June 9, 2017 the
Licensed Nurses will attend an in-
service, Any staff member not in-
serviced by this date will be removed
from the schedule until the in-service
has been completed. The in-service
will be conducted by the Director of
Nursing or Designee and will include:
1. Review of the regulation
2. Review of the statement of
deficiency
3. Review of the plan of correction
4. Review of technique for eye drop
administration.
5. Review of technique for insulin
administration.

Nurse #1 was in-serviced regarding
appropriate technique when
performing eye drops administration
on May 2, 2017,
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F 332 Conttnued From page 23 F 332! F332 continued
for the treatment of dry eyes) into Redzlnda;ﬂt Nurse #2 was In-serviced regarding
#204's eyes. LPN #12 lowered Residant #204's . .
right lowsr eye id and dispansed one drop of appropriste technique when
Artificlat Tears medication, The drop landed on performing insulin administration on
the skin below Resident #204's lowsr aye lig. May 2, 2017,
Continued observation revealed residertt $£204
used his hands to push the eye drop Into his rigiht
eye. Cantinued observation revealed LPN #12 On or before June 7, 2017, Care
asked Resident #204 whether the eye drop went Team Managers will observe
into the right aye. Resident#204 stated that he medication pass for 100% of
gimﬁd&oﬂ:zm%ﬂe dl rsore.ijntc;:!;is#%a. residents receiving eye drops or
procesded fo instill a drop of Artificial Tears insulin to ensure continued
medication into Resident #204's left eye. LPN compliance with F332.
#12 did not attempt to lower Resident #204's
upper or lower eye lids. Continued observation
revealed LPN #12 lowered the Artificlal Tears On or before June 7, 2017, the _
madication batfle to within one- half inch of Director of Nursing or designee wiil
Eﬁﬁmg"iﬁ laft Bg? at?g disggn;ed g drop of menitor for continued compliance
e ears madication, nonuea P f
oliservation revealed the drop landed on the skin through Quality Improveme.n.t auc! its.
of Resident #204's upper left eye fid. Resident {Sea Attachment C). The facility will
#204 took his fingers and moved his left upper complete 5 medications audits
:ye Iid and stated the eye drop went into his left weekly for one month and monthly
ve. for one quarter, or until 100%
Medical record raview of Resident #204's compliance is achieved for 2
*Physician Orders” dated 4/6/17 confitmed, "Arfifi consecutive months.
(Artificial) Tears Sol (Sofution) 2 drops in both
eyes three time daily as needed for Tears Again.”
Interview on 472617 at 8:10 AM, with LPN #12
confirmed Resident #204 will not allow you to .
touch his upper or lower eye lids. The sUNVeyor
requested LPN #12 to identify where it was
documented that Resident #204 had requested
nursing siaff not to touch his upper or lowar gya
ids when instilling eye drops. Continued Interview
with LPN #12 confirmed it was not documented
FORM CHIS-2587(02.99) Previous Venlons Ghaolels Evend 10: SXEGH Fachity % TH134
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anywhers. LPN #12 stated he knew this
infarmation from baking care of Residant #204,
Contintied intenview confirmed LPN #12 had
administered only one drop Into each of the
resident's eyes and not two as indicated on the
Physician's Order.

Interview on 4/26/17 at 5:30 AM, with the Director
of Nursing (DON) confitmed if Resident #204
expressed his preference that the nurses do not
teuch his eye hds when administering eye drops,
the information should have been documantad on
the Medication Administration Recard {MAR.) The
DON indicated her expectation was that the nursa
should have lowerad the resident's right and lefl
lower eye lids wilh a gloved finger and instiled the
corract numbar of drops into the lower fid. The
DON confimed on 4726717 at 4:00 PM, there was
no documentation Resident #204 had requested
nwrsing staff not to tauch his eye lids when
administering eye drops.

Observation during the medication pass on
4128/17 at 11:15 AM revealed LPN #16 drew up 5
units of Lanius insulin {Medication to manzge
blood sugar level) in a syringe, LPN #16 stated to
the surveyor that Resident #34's insulin was
scheduled for 9:00 AM: however, the | PN was
not able to administer the medication untll now, ,
L PN #16 entered Resident #34's room, and the
resident requested that the insulin injection be
administered in the upper left arm.

Meadkcal record review of Resident #34's *Face

Sheel” indicated the diagnosis of Type 2 Diabelss
Melfitus without compfications.

Review of Resldent #34's "MAR Imedization
administration record]” dated April 2017 revealed
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a Physician's Order for, “Lantus 5 units
subcutaneously twice daily.” The time on
Resident #34's MAR Indicted 9am and Spm.
Interview on 4/26/17 at 11:30 AM, with the DON
indjcated the nursas have one hour before and
one hour after the scheduled time of the
medication to administer the moadication. The
DON stated Resident #34's Lanius insulin
infection should have besn administered no later
thar 10:00 AM. The DON confirmed the fwrse
should have notified the physician regarding
Resident #34 Lantus insulin scheduled for 5:00
AM, not been administerad within the prescribad
time frame,
F 371 | 483.80(){1)-(3) FOOD PROCURE, F374; F371Food Procure, June 9,
S8=F | STORE/PREPARE/SERVE ~ SANITARY Store/Prepare/Serve-Sanitary 2017
)13 - Procure food from sources 4 The facility has and will continue to
considercy sr:ﬁsfactumy fel:jrgfal.asptgxﬁ o] ensure that food is procured from
authorities. sources approved or considered
i nctude food aine d satisfactory by Federal, State or local
i 5 may include itars obtained dinecy ' i
from local producers, subject I applicable St authorities f""d that food is stored,
and loca) laws or regulations, ‘ prepared, distributed and served
under sanitary conditions.
g) This provision does net prohibit or prevent
ciliies from using produce grown in facility
gardens, subject o compliance with applicable Onor before June 8, 2.017, Health _
safe grawing and food-handling practices, Center Dietary staff will attend an in-
— ] service. Any staff member not in-
{n} This provilsm’r; does nol preclude residents serviced by this date will be removed
from cansuming foods nat procured by the facilty. from the schedule until the in-service
({2} - Store, prepare, distribute and sewve faod in has been completed. The in-service
accordance with professional standards for food will be conducted by the Executive
service safely. Chef or designee and will include:
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(0(3) Have a policy regarding use and storage of 1. Review of the regulation
toods breught to residents by family and other 2. Review of the statement of
visitars to ensure safe and sanitary storage, deficiency
hendling, and consumplion, . 3. Review of the plan of correction
g’:_is REQUIREMENT is not met as evidenced 4. Pracedure for proper food
- Based on raview of the U.S. Public Health preparation, storage and
Service, Food and Drug Administration *Fond sanitation.
Code’, obearvation, and intervisw the facility
lailed to store canned goods and frozen foods in
a sanitary manner, hold and sefve cooked fosds On or before June 9, 2017 the
at accapiable temperatures, maintain kitehen following will have oceurred:
sanita;ign. and ensure the funct"ﬁonal orctl'?r of food 1. Toasting machine cleaned
preducton equipment in accordance wi :
professional standards for food service safety, 2. Warr?ﬂng oven cle-aned
This deficient practice had the potential o affect 3. Humidified warming oven cleaned
128 residents who recelved fond by mensth of 132 and metal exhaust fan cover
The findings included: 4. Floor of grill area cleaned
5. Wheeled cart cleaned
ge ra\;iew gf the "Food Code* 1.5, Public Heaith 6. Reach-in double door refrigerator
rvice, Food and Drug Administration, U.S. i $
Department of Health and Human Services, repaired to maintain proper
20183, Annex 5, "Conducting Risk-basad temperature
Inspactions,” provided the following infarmation: 7. Canned goods inspected.
“Basl i L Damaged cans removed
asie operat{ona: and sanitation programs must 8. Double door warming oven
ba In place to: . . .
cleaned and insulation repaired
-Protect products from contamination by 9. Warming oven near walk-in
ggg?d‘f" chemical, and physical food safety refrigerator cleaned
10. Portable carts cleaned
-Gontrol bacterial growth that can result from 11. Food items in walk-in refrigerator
temperature abuse during storage covered
. t table
~Maintain equipment, espacially equipment used 12. Steam ":E" of 5 well steam
to maintain praduct temperatures.” replace
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On or before June 7, 2017, Executive

Further review of the *Food Cods,” indicated the . S

information under "Saction §3-501.16, Che}c or designee will inspect other

Time/Temperature Cantrol for Safety Food, Hot equipment and surfaces to ensure

and Cald Holding," provided the following continued compliance with F329.

inforroation:

“{A) Except during praparation, coaking, or On or before June 7, 2017, tl:le

cooling, or when time ks used as the public haalth Administrator or designee will

contol.... ime/temperature control for safety food monitor for continued compliance

shall be maintained: ) .
through Quality Improvement audits.

(1) At 57 (degrees) Celsius) {138 (degrees) F) or (See Attachment D). The facility will

abwe..;: or (2) At 5 (degrees) G {41 {degraas) F} complete audits weekly for one

or less. manth and twice per month for one

1. Observations of the iitchen on 4/24/47 quarter, ar until or until 95%

beginning at 8:32 AM revealed the following: compliance is achieved for 2
consecutive months. The

2. §:48 AM: Obsarvation of the sliced bread - ; .

toasting machine revealed dricd and olumped Administrator or de:.‘.lgnee will r:eport

bread erumbs covered the ledge under the to the QA/Ql committee who will

tpasting section of the unit near the two control determine the frequency of further

stalng on their dial surfaces,

b. B:52 AM: Observation of two large warming

ovens across from the meat sficer revealad both

avens were on and held baked swest potatoes.

Obsatvation of the left warming oven ravealed the

interior floot of the over: had large area of hiack

bumt-on overspill Observation of the right

warming oven revealed the middle rack had dried

food dabris on the metat rungs of the fack, During

an interview at this same time, the Executive

Chef stated the staff last cleaned the cvans on

the previous Thursday.

&. 8:57 AM: Observation of the humidifiad
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warming oven revealed tha interior surface of the
oven door had dried spaghetti pariicles stuck to
the surface, The bottom of the aven had drised
food debris prasent near the right hinge of the
door, During an interview at this same time, the
Exscutive Chef stated the kitchen staff ars to
clean the wanmning ovens dally. The Executive
Chef stated they served spaghetti for the dinner
meal the night bafore (4/24/17) and the staff

meal. Further abservaticn of the exterior of the
Ovgn revealed the meta! exhaust fan cover had a
large amount of lint covering all spines of the

food prepamtion area,

d. 8:00 AM: Observalian of the flanr in the grilt
area ravealed scattered areas of food debris
cavered the floor in front of and behind the gnill.
The fioor surtace also had a slicky quality to it,
During an interview at this same fime, the
Executive Chef stated the staff sweep and mop
the kitchen floor daily and a pewer wash is
performad manthly,

e. 3:02 AM: Observalion of a wheeled cart in the
food preparation area revealed the cart held 2
boxes of fresh braceoli on the top shelf of the
cart. The surface of the top shelf had dried red
food debris present on ane comer.

£ 9:05 AM: Observation of a reach-In daubla-door
refrigeralor in the food preparation area revealed
the refrigerator contained a tray with multiple
covered bowls of fresh camaloupe and other
fruits. Observation of the themometer inside right
side of the refrigerator ravealed the thermometsr
registered 44 degrees Fahrenheit (F). The Food
Services Gengral Manager removed the trays of

should have claaned the warming oven affer that |

covar. The exhaust fan and cover were facing the E
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frash frult and instructed the Executive Chefto |

discard the bowts of fruit.

g. 9:10 AM: Observation of the metal storage
racks holding canned food goods revealad 1
farge can of tomatoes with a 1-nch dent on the
bottom seam of the can. Continued observation
revealed a 106-ounce can of peaches had a
2-inch horizantal crease in the middle of the can
underneath the label, and a 46-ounce can of
grape juice had a 1-inch dent on the botiom geam
of the can, Ducng ao interview at this same fime,
the Executive Chef stated the sanned foads on
e storage racis were intended for food
production. The Execufive Chef stated the dietary
staff ingpect the canned gaods ugon delivery and
placement on the racks and added that the shuff
should have placed the dented cans on Ihe rack
for returns and not on the protiuction racks.

h. 818 AM: Obsenvation of a double-door
warming oven revealed the right Interior doar had
a strip of black insulation approimately 10 inches
In fength across the top of the door,
Approximately 6 Inches of the msulation had
separated from the door and hung downward
inside the aven, Dred foad debs litered the
koltom intarior surfaces of both sides of tha oven,

L 9:20 AM; Observation of warming oven near
the waik-In refrigerator revealed the bottem
interior of the ovem had scattered dried food
debris covering the bokam of the oven,

j. .22 AM: Observation of the walk-in refrigerator
revealed a portable cart that held boxad food
Goads had dried red focd debris on one comer of
the top shelf of the cait. Duning an interview at
this same lime, the Executive Chef stated ha
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expected the staff to clean the carts daily and as
needed. '

k. 9:28 AM: Observation of the walk-in freezey
revealed a tray of bowis that contained frozen
green purepd food. The plastic wrap covering the
bowls had been pulled back and exposed 2 rows
of bowls to the air. During an interview at this
same time, the Executive Chef gtated the tray of
bowls should be fully covered with plastic wrap.
The Food Service General Manager remnoved the
tray from the sack for disposal.

2. Dbservations on 4/25/17 beginning at 12247
PM of the tray line preparation process for the
lunch meat revealad the Tollawing:

Food Service Supervisor {FSS}#4 brought a
digital thermometer with 4 metg| probe over o the
S-well steam table, FSS #4 stated the digital
themaometer had been calibrated eariler that
morming (4/25/1 7).

Continuad observation revealed 1 distary staff
menber workes the steam table and placed hot
foods on the plates in the tray line. Starting on the
right of the sieam table, F5S #4 proceeded to
check the tamperatures of the foods in each of
the pans that sat in wells' #1 through #5 {right to
left}. At approxinrately 1228 PM, FSS#d tested a
pan of fima beans in the rear saction of wel #4
and chiained a temperature reading of 109
degrees F. FSS #4 siimed the lima beans,
re-tested the tempersture, and obtained the same
reading of 109 degrees F. FSS#4 then removed
the pan of ma beans from the well and handed
the pan to the Executive Chef who left the tray
line area with the par, At 12:30 PM, FSS 24
tested a pan of pasta noodles In front section of

Fam

FORNE CM5-2257 (02-09) Provious Verions Gbaclets Event ID:SXE61

Faciiey 10: TH1G34

If cantinuation sheat Page 31 of 32



Jun, 2.0 2017 12:41PM
DEPARTMENT OF HEALTH AND HUMAR SERVICES

STAYEMENT OF DERICIENGIES
AND PLAN OF CORRECTION

CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 1804 P 36

FRINTED: 0503/2017
FORM APPROVED

(X1) PROVIDER/SUPPLIERICLIA,
IBENTIFICATION NUMBER:

445491

(X2} MULTIPLE GONSTRUCTION

A BUILDING

B, WING

OMB NO. 093B-0391

(X3} DATE SURVEY
COMPLETED

NAME OF PROVIBER OR SUFPUER
MCKENDREE VILLAGE INC

0412612017

STHEET AQORESS, CITY, STATE. 2IP CODE
4347 LEBANON ROAD
HERMITAGE, TH 37078

(%4110
PREFIX
TaG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENGY MUST BE PRECEQDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAS

CROSS-REFERENCED T4 YHE APPROPRIATE

PROVIDER'S PLAN OF GORRECQTION (x5
{EAGH GORRECTIVE ACTION SHOULD BE cou::%nun
CEFICIEENCY)

£33

Continued From pags 31

well#4 and oblained a tempayature reading of
130 degrees F. FSS #4 siitred the pasta noodles,
re-lested the temperature, and obtained the sama
reading of 120 degrees F, FSS #4 removad the
pan of pasta noodies from the well and handed
the pan to the Executive Chefwhe left the tray
line area with the pan. At this same ime, FSS ¥4
stated, "The wall (on the: steam tahla) is rot
working. It was working when we started
"serve-out" at 11:30 AM." At 12:33 PM, as FSS 84
tested the food in well #5, the Executive Chef and
a dietery staff member returned to the steam
tabla with the pans of fima beans and pasta
noadles, FSS #4 tested the temparatures of the
lima beans and the pasta noodles, both of which
registeced 142 degrees ¥, FSS #4 then ramoved
sore of the water fratn well #4 and added fresh
hot water to the well. The serve-out pracess then
continued 16 piste foods for the final trays in the
Iast iransport cart. Tray line serve~out ended at
approximately 12740 P,

F 371
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